duodenojejunal flexure and the final one about 4 cm from the caecum. The nylon string was cut and retrieved through the perforations. The patient was put in the Lloyd-Davis position and the lower part of the tube removed from the rectum: one operator pulled from below while another pushed the faecal matter containing the string gently down from within the abdomen. The entire distal end of the tube and the whole length of nylon were retrieved from the bowel per rectum (figure).
The patient recovered well but six weeks postoperatively developed acute left ventricular failure and died after a cardiac arrest.
Comment
Structural deterioration of Celestin tubes over time is well recognised.'5 The manufacturers have introduced a version that may be left in place for a considerable time, with the nylon interrupted every 5 cm to prevent perforations occurring; this, however, does not solve the problem of dissolution of the latex. These complications have occurred mainly when a Celestin endo-oesophageal tube has been used in patients with benign oesophageal strictures as such patients live longer than patients with carcinoma and therefore the tube is in place for longer. Bueb et al reported a case of adenocarcinoma of the distal oesophagus in which the Celestin tube was found to have broken up eight months after placement.' The survival of some patients with oesophageal carcinoma exceeds the life of the tube.
Breaking of the tube leads to fragmentation of the radio-opaque longitudinal marker and so should be strongly suspected if a plain x ray film of the abdomen shows typical linear marks. Early surgical intervention is recommended in such cases. We believe that the use of Celestin tubes in benign oesophageal stricture should be reappraised; we recommend that alternative tubes be used or the construction of the tube changed. She developed symptomatic diabetes 16 months after operation (plasma glucose concentration 18-4 mmol/l) and had a serum human growth hormone concentration of 78 mU/l. She was treated with insulin. After bromocriptine 5 mg daily was added to her treatment her diabetes could be controlled with glibenclamide, which was finally withdrawn as her human growth hormone concentration fell to 40 mU/1.
These three patients had large tumours secreting human growth hormone with suprasellar extensions and considerably increased serum human growth hormone concentrations. They had normal glucose tolerance and insulin sensitivity on presentation and no family history of diabetes. After hypophysectomy human growth hormone concentrations fell in all three patients (although they were still supranormal) but diabetes developed rapidly. This suggests that there may be a causal relation between hypophysectomy and diabetes in patients with acromegaly. Hypophysectomy and bromocriptine treatment in patients with acromegaly are associated with an improvement in, and the resolution of, diabetes and glucose intolerance respectively. 2 Although the mechanism underlying the pathogenesis of diabetes with falling human growth hormone concentrations in these patients is not clear, the possible mechanisms are (a) a biphasic effect of the human growth hormone, with an anti-insulin effect at moderately high concentrations and an effect similar to that of insulin at extremely high concentrations; this phenomenon has been previously shown in vitro34 and in vivo'; and (b) mechanical or ischaemic injury of the brain stem by the tumour or surgery, or both. Effect of the pollen season on nasal mast cells
The number of pollen grains necessary to produce rhinitis in patients with hay fever decreases as the pollen season progresses-a phenomenon known as nasal priming and usually attributed to an increase in the non-specific reactivity ofthe nasal mucosa.' A similar effect could result from an increase, particularly in the superficial epithelial cell layer, in the number ofmast cells sensitised by specific immunoglobulin E against grass pollen. We studied the effect of the pollen season on the total number of mast cells in the nasal mucous membrane and the proportion present in the epithelium.
Subjects, methods, and results
Eight volunteers (six women, two men; mean age 32) all had at least a five year history of rhinitis during only the grass pollen season. The results of skin prick tests were positive (weal >3 mm) with group B2 mixed grass pollen 2-5% weight/volume and negative with* Dermatophagoides pteronyssinus 1-2% weight/volume (Bencard, Brentford, United Kingdom). They did not take any drugs for their rhinitis during the grass pollen season (May-August). Informed consent was obtained from all volunteers for this study, which had the approval of the district ethical committee. Nasal biopsy samples about 4 mm3 in size were obtained from the inferior turbinate with modified Grunwald punch biopsy forceps five minutes after the topical application of 10% xylocaine. Samples were obtained from all volunteers in July 1985 at the height of the grass pollen season, in October after the season, and in January 1986 in midwinter. The coded biopsy samples were fixed in Carnoy's solution and stained with a-napthol AS-D chloracetate esterase stain (Sigma). The area of the whole section was measured by planimetry. Each mast cell was counted and the number of mast cells per mm3 of nasal tissue calculated. Statistical analysis was byWilcoxon's signed rank test and Student's paired t test.
The table shows the total number of mast cells per mm3 of nasal mucous membrane for each of the volunteers in July, October, and January. Not only was there an increase in the total numbers ofmast cells in both the epithelium and the lamina propria in July 1985 compared with October but there was also a significant increase in the proportion of mast cells present in the epithelium in July 1985 compared wiih January 1986 (p<005).
